Spontaneous Uterine Rupture with Retroperitoneal Hematoma in the First Trimester: Case Report A AB BS ST TR RA AC CT T Uterine rupture is one of the life-threatening obstetric complication affecting the pregnant woman and fetus. Most of the cases occur during the second or third trimester. Uterine rupture in the first trimester of pregnancy occurs extremely rarely. Emergency surgical intervention is needed for accurate diagnosis and immediate management. We present a case of spontaneous uterine rupture which occurred at twelve weeks of gestation from left uterine vessels side with massive retroperitoneal hematoma. In the literature, this is the first spontaneous uterine rupture case with vessel injury and retroperitoneal hematoma in first trimester. The case was misdiagnosed as ruptured ectopic pregnancy by both radiologist and gynecologist because of uncertain ultrasound findings. Emergency laparotomy confirmed a spontaneous uterine rupture. Clinical signs of uterine rupture are nonspecific at first trimester. Uterine rupture must take a place in differential diagnosis of acute abdominal emergencies of pregnant woman. 
OLGU SUNUMU
We here report a case of a spontaneous uterine rupture with uterine vessels injury at first trimester of pregnancy with retroperitoneal hematoma.
CASE REPORT
A 36 years old gravida 8 para 7 woman was admitted to our emergency clinic, complaining of diffuse abdominal pain for two days with 12 weeks of amenorrhea. Patient had not any antenatal visit and pregnancy had not been confirmed before. Her past obstetric history consisted of seven spontaneous vaginal deliveries at term.
On physical examination, vital signs was stable, abdomen was distended with diffuse abdominal pain and rebound tenderness was evident.
Vaginal examination revealed spotting type of bleeding. Cervical motion tenderness was positive and uterine size could not assessed but fullness felt in pouch of douglas. Ultrasound scan of abdomen and pelvis revealed the 12 weeks sized ectopic pregnancy with 10x5 cm fluid collection in the right adnexal side and heterogenous uterus with increased in size (Figure 1 ). Routine blood tests (full blood count, electrolytes, renal and liver function tests and coagulation parameters) showed no abnormalities at the time of admittance. But during follow up, her hemoglobin was decreased from 12,3 g/dl to 9,8 g/dl in two hours.
In this context, emergency operation was determined with the diagnosis of ectopic pregnancy. Before the operation informed consent was obtained from patient. The patient wanted no more pregnancy and approved hysterectomy if needed. Laparotomy was performed and revealed a large amount of blood clots in the pelvic and abdominal cavity. After removing the blood clots we understood that organised blood cloth in the pelvis was misdiagnosed as heterogenous uterus and 12 weeks of intrauterine pregnancy with uterine rupture was misdiagnosed as ruptured right adnexal ectopic pregnancy. Uterus was ruptured at the side of left uterine vessels. Rupture was extended to cervix. Large retroperitoneal hematoma was observed (Figure 2, 3) . 3 cm incision was made at fundus of uterus to perform suction of gestational material. After consulting the patient we decided to perform hysterectomy because of vessel injury, uterine hematoma and large retroperitoneal hematoma. After hysterectomy was performed peritoneum was opened and hematoma was removed, one drainage tube was placed in the abdominal cavity and another one was placed in the retroperitoneum and then the abdominal cavity was closed. The patient's postoperative recovery was uneventful and she was discharged on her third postoperative day. Pathology report showed no finding which could be a risk factor for uterine rupture.
Written informed consent was obtained from the patient for publication of this case report and accompanying images.
DISCUSSION
Most of the uterine rupture cases had various risk factors. 4 Uterine scar is the most important risk factor for rupture. 1 It is reported that spontaneous rupture of unscarred uterus occurs in 1 in 15,000.
3 It may occur in cases of placenta increta or percreta, adenomyosis, manipulation during delivery, induced delivery by misoprostol. 5 It may also occur in patients with high parity at higher rates. 6 In most cases, uterine rupture occurs just before or during labor. dus and repaired with one layer of suture after suction of gestational material. 7 Singh et al. and Kahyaoglu et al. previously reported uterine rupture cases with uterine anomaly in the first trimester. 8, 9 Tola presented a case at 12 weeks of gestation with bicornuate uterus. In this case 2 cm fundal uterine rupture in the left part of the uterus was repaired. 10 In our case, there were no any obvious risk factor.
Uterine rupture is a serious condition because of massive bleeding. Bleeding may not be intraabdominal only, it can be retroperitoneal like in our case. Retroperitoneal hematoma may not be easily diagnosed with ultrasound. Immediate management can be delayed because of misdiagnoses. Uterine rupture can be misdiagnosed as ectopic pregnancy in the first trimester. Uterine rupture should be kept in mind in the differential diagnosis of acute abdominal pain in the first trimester of pregnancy. The case we presented was misdiagnosed as fetal heart beat positive ectopic pregnancy due to uncertain ultrasound scan findings. Hematoma in the pelvic cavity resembled heterogenous uterus. Uterus was shifted to right side of pelvis and this condition led to misdiagnosis.
Unscarred uterine rupture usually occurs in the lower segment (the weakest part) of uterus.
11 If the ruptured part is the fundus, the diagnosis is often delayed because the hemorrhage is not revealed immediately, as blood collects in the intraperitoneal space. 11 In our case, hemorrhage was predominantly retroperitoneal and there was no free fluid in the intraabdominal space.
Early surgical intervention is the key to successful treatment of uterine rupture. Treatment will primarily depend on the extent of the lesion, the parity, age and condition of the patient, and expertise of the surgeon. The suture can be performed in women who wish to preserve fertility with a recurrence risk of uterine rupture assessed to be between 4 and 19% at a subsequent pregnancy. 12 In our case, rupture extended to cervix, left uterine vessels were injured and there was large retroperitoneal hematoma. Hemodynamic condition was not stable and patient did not wish to preserve fertility. In this context, we decided to perform hysterectomy. 
CONCLUSION
Close follow up and intensive surgical method would be needed for accurate diagnosis and immediate treatment in the cases of uterine rupture in the first trimester. Treatment will primarily depend on the extent of the lesion, the parity, age and condition of the patient. In our case, we performed total hysterectomy because left uterine vessels were injured and led to massive retroperitoneal hematoma.
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